A 2-day-old full-term infant was found to have a weak cry and intermittent stridor, more so while agitated, both during inspiration and expiration. The history revealed an unremarkable pregnancy and normal spontaneous vaginal delivery. Mild respiratory distress requiring supplemental oxygen by nasal cannula was present. The heart sounds were best heard on the right hemi thorax with evidence of situs solitus. The lungs were clear and the chest radiograph is shown in Figure 1 . A barium swallow study showed a lateral indentation in the upper esophagus at the level of the aortic arch. Laryngoscopy revealed left vocal cord palsy. Echocardiography showed a structurally normal heart with a left aortic arch and an abnormal suprasternal long axis view (Figure 2) . A magnetic resonance imaging (MRI) study of the thorax was done (Figure 3 ). During hospitalization, the infant's respiratory status deteriorated and required continuous positive airway pressure for 2 weeks. Serial echocardiograms were done and the infant was monitored closely for respiratory compromise. At 4 weeks, the infant became asymptomatic, baring occasional stridor, was weaned off from oxygen, started feeding by mouth, and gained weight. At 8 weeks of age, infant became totally free from stridor and a repeat chest X-ray was done (Figure 4 ).
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DENOUEMENT AND DISCUSSION
Aneurysm of the ductus arteriosus is a recognized entity in infancy, especially under 2 months of age, with a reported incidence of 0.5% to 1% in neonatal autopsies. 1 The incidence of congenital ductus arteriosus aneurysm (DAA) is probably more common than previously reported because most affected infants are asymptomatic, and there is high incidence of spontaneous regression, and, therefore, the DAA remains undetected. 2 In one series, only 16% of patients has symptoms related to ductal aneurysm at presentation. 2 A mass in the aortopulmonary window, also known as ''ductal bump'' seen on a plain film radiograph, is the most common radiographic finding. Persistence or enlargement of a mass in the aortopulmonary window beyond 3 days of age suggests the possibility of a ductal aneurysm. 3 Echocardiography, computed tomography, and MRI have been used in evaluating this lesion. 4 The exact pathogenesis of DAA is not known. DAA may develop in the third trimester due to abnormal intimal cushion formation or elastin expression. 2 Another hypothesis is that abnormal elastin fibers in connective tissue disorders could lead to weakening of the ductal wall. 5 Most infants with a ductal aneurysm do not have symptoms, although up to 30% of DAA is associated with lethal complications, including thromboembolism, rupture, dissection, and infection. 6 A few reports describe compression of adjacent structures such as recurrent laryngeal or phrenic nerve and left main bronchus. 7, 8 So far, all cases of ductal aneurysm reported in the literature associated with nerve palsies received surgical decompression. 
We present the first report of ductal aneurysm, associated with dextrocardia and recurrent laryngeal nerve palsy, managed successfully without surgical decompression. The stridor was explained based on unilateral vocal cord palsy secondary to compression of the left recurrent laryngeal nerve by DAA.
Asymptomatic ductal aneurysms resolve spontaneously and may be managed expectantly. The surgical intervention is considered only the in presence of associated PDA, evidence of thrombosis with extension of clot/embolism, and functional compromise of surrounding important structures. The surgical excision of DAA in the presence of nerve involvement carries additional risk. Ligation and decompression of DAA is another option in such cases. 
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